A 48 years lady presented with lump in left breast. On examination there was 2 × 2 cm lump in lower inner quadrant of left breast without involvement of skin, pectoralis major muscle or chest wall. There was no axillary lymphadenopathy. General examination revealed a 3 × 2 cm thyroid swelling. There was no cervical lymphadenopathy.
A 48 years lady presented with lump in left breast. On examination there was 2 × 2 cm lump in lower inner quadrant of left breast without involvement of skin, pectoralis major muscle or chest wall. There was no axillary lymphadenopathy. General examination revealed a 3 × 2 cm thyroid swelling. There was no cervical lymphadenopathy.
Mammography revealed a well defined, soft tissue density in the left inner & lower quadrant (Fig. 1 ), corresponding to 20 × 18 mm well defined hypoechoic lesion on sonography. Fine needle aspiration cytology (FNAC) from the breast lump was non diagnostic. FNAC from thyroid nodule was suggestive of papillary carcinoma thyroid. Excision biopsy of breast lump was done.
Histopathological examination of breast lump revealed well circumscribed nodule consisting of compactly arranged follicles separated by delicate vascularised septae. The follicles were small to medium sized and lined by cells with ground glass appearance. Nuclear grooves were seen. There was neither ductal carcinoma in situ (DCIS) nor elastosis of the adjacent breast parenchyma (Fig. 2a) . Psammomatous calcifications were not seen. Immunohistochemical positivity for Thyroid transcription factor 1 (TTF-1) (Fig. 2b) , Thyroglobulin ( 
Discussion
A total of 90 % of thyroid cancers are well-differentiated cancers. Papillary carcinomas are the most common type of well-differentiated cancers. They contribute 80 to 85 % of malignant epithelial thyroid tumors [1] . A thyroid nodule or a neck mass is usually the first manifestation and less frequently regional lymph nodes metastases. Distant metastases are rare and usually occur in advanced disease, usually in lungs, bones [2] .
Reports of differentiated thyroid carcinoma with metastasis to breast are sparse. To our knowledge only 7 cases has been reported in literature [3] [4] [5] [6] [7] [8] [9] . Four cases of PTC, 2 cases of follicular thyroid cancer, 1 case of hurthle cell cancer were reported. Among PTC with breast metastasis, one was follicular variant, one tall cell variant and one was anaplastic carcinoma developing in PTC deposit in breast.
The first detailed documentation of metastatic follicular carcinoma of the thyroid to the breast was by Crisholm et al. in a 75-year-old woman with two previous neck operations for follicular carcinoma of the thyroid who presented with a breast mass 9 years after diagnosis [3] . The mass recurred one month after excisional biopsy . Pathological examination revealed metastatic follicular carcinoma. Tan et al. reported a case of immunohistologically proven breast metastasis from a thyroid papillary carcinoma [4] . Cristallani et al. described a case of breast metastasis from follicular cancer of thyroid [5] . Loureiro et al. reported a case of papillary carcinoma (follicular variant) of the thyroid with recurring cutaneous and breast metastases that appeared in the absence of other sites of tumor dissemination [6] . Fiche et al. described a case of breast metastasis from a tall cell variant of papillary thyroid carcinoma in a 59-year-old woman [7] .
Al-abed et al. reported a case of metastatic hurthle cell carcinoma to breast [8] . A 77 year old lady had total thyroidectomy and bilateral neck dissection followed by radiotherapy for a high grade metastatic hurthle cell carcinoma of the thyroid. Ten months later she presented with left breast lump (upper inner) and a lump at the left axilla. Fine needle aspiration cytology of the lumps and histology after wide local excision of the breast lump confirmed metastatic Hurthle cell carcinoma [8] . Angeles-angeles et al. reported a case of metastatic anaplastic spindle and giant cell carcinoma originating in a papillary thyroid carcinoma deposit in breast in a 58 year lady who underwent hemithyroidectomy for PTC, then a completion thyroidectomy and neck dissection for cervical nodes recurrence 2 years later [9] . Seventeen years later she had axillary metastasis (from PTC) for which axillary dissection was done. Three month later underwent radical mastectomy for huge breast recurrence invading skin, skeletal muscle and replacing almost entire breast parenchyma. Histologic examination revealed a pleomorphic spindle and giant cell carcinoma with focal rhabdoid features and extensive necrosis. Focal (less than 10 %) papillary structures lined by cuboidal cells with nuclear features of PTC were identified. Thyroglobulin and TTF-1 staining were negative [9] .
In our case it was follicular variant of papillary carcinoma thyroid with skeletal & breast metastases. The soft clues that helped in alerting towards a metastatic spread to the breast other than classic nuclear features of papillary carcinoma of thyroid were relative circumscription of the tumour, lack of elastosis and absence of DCIS albeit this can happen even in a primary invasive carcinoma of the breast. Immunohistochemistry for TTF-1, Thyroglobulin and cytokeratin 19 established the diagnosis. Lack of Estrogen Receptors (ER) and Gross Cystic Disease Fluid Protein GCDFP 15 expression further negated the possibility of this being a primary in the breast.
Metastases to the breast are associated with poor prognosis [2] . Because of its high sensitivity and specificity, posttherapeutic I-WBS at increasing diagnostic accuracy, reducing pitfalls and modifying therapeutic strategies [10] .
Conclusions
Follicular variant of papillary carcinoma thyroid presenting with breast metastases is an unusual and rare occurence. Hence, it is presented here for its rarity and to enhance literature.
